IMPORTANT: PLEASE REFER To Tax .
THE REVERSE SIDE OF THIS FORM HarTFoRD (ke collcsivel a5 Th Hergiord

NW)ZW ﬁ S—(@(Z | ’?Gli N(;T(bsqs ? Policy Number

PREFERENCE BENEFICIARY AFFIDAVIT ﬁ’ - RARTEORD LIFE AND ACCIENT MSTRANCE Conen

GYyznz

State or Province of County of /17709 4146143
MmBK 2 PE 245
L residing at DESOTO COUNTY, MS
W.E. DAUIS, CHTLERE i
being first duly’
sworn, depose and state:
WIDOW OR That Iam the surviving spouse of the deceased person named above,
WIDOWER My bith date s (Signed)
Social Security # {Fhone) ( )
SON OR That the deceased person above left no surviving spouse; that I am a child of the deceased; and that the deceased

DAUGHTER left no surviving children other than myself and those listed below: (Use separate sheet, if necessary.)

vaﬂ S‘fcofz ﬁg%sf@otwa( dl‘g?gc}:(['ms DA. '*—%F‘f

‘ﬂlﬁ\ﬁw/

v, PHONE (M{Z) ﬁs”j%’f/

FATHER OR That the deceased named above left 1o surviving spouse or child(ren); that ] am a parent of the deceased; and that
MOTHER the other parent is listed below: ‘
' NAME ‘ADDRESS DATE OF BIRTH SOCIAL SECURITY NO.

SIGNED _ PHONE ( )

EXECUTOR OR That the deceased person named above left no surviving spouse, child, parent, and that | am the executor or administrator
ADMINISTRATOR of the estate of the deceased. -

SIGNED PHONE ( )

ADDRESS TAX ID NUMBER

$
LC-7086-2  Printed in U.S.A. LTI a\



Mail to: The Hartford

Group Life/AD&D Claims Unit

P.0.Box 2998 .

Hartford, CT 081042988 - Tar
1-B8B-583-1124 ‘ HARTFORD

PART li - Beneficiary's Statement

Faderal L.aw requires us to give you this information. Wa may have o withhold and send to the IRS 31% of cartain reporiable
payments you may be entilfed lo. Ve will not have to withhold this amount if we have your comrect Soclal Seturity Number,
and you state that you have not bean netifisd that you are subject to an IRS back-up withholding order on interest and dividands,

Name of Deceasad: rlhe S 1. Policy #(s): C/I/Z MR Claim # {if known) ,ll z-‘% G ]

Federal Law

Hy signing below:

(1) 1Hereby Cartify and Agree that | have not been notified by the Internal Revenue Services (IRS) that | am-subject fo a back-up withholding
on Interest and Dividends. (if you have bedn so notified, cross out this statement *(1)." Frovide your initiale and today's date next to the
crass out marks}.

{2) 1Heraby Certify and Agree that ! have read and understand the IMPORTANT NOTICE on page 3 of this claim fom paclage.

{(3) 1 Understand and Agree that payment of the claim proceads according to any altemate mode of sattlement spactfiad in the policy will oniy
be -made If the Company receives a written request for such aftamate method of payment from me prior to the payment of the claim procesds.

MEDICAL RELEASE AUTHORIZATION-

1 authorize any physician, medical professional, hospital, covared entity as defined under HIPAA, insurer or other organization or parson having
any racords, dales, or infarmation concaming the daceased or injured’s occupation, finances and health inciuding protsctec heaith information,
individually identifieble heaith information, summary haatth information, psychotherapy notas, mental heatth, HIV, and aleoholidng records to
ralaase afl such records in their entirety fo Harford Fire Insurance Campany, Hartford Life and Accident Insurance Company, Hartiord Life
insurance Company Comparty, Hartford Life Group Insurance Company and any affiliate of any one or more of these companies (colleclively and
severally, the “Company™). | understand that | may recelve a copy of this authortzation, and that this authorization ig valid for the entire duration of
this claim, and that | may revoke this autharization at any time by sending a reguest in wiifing to the Company. | understand that it may be necassary
for the Gompany fo provide such information or summarles thereof 1o the employer, regulatory state agency, ar Workers' Compansation carier,

Date of Birth: { 2((-5’?
x V. a Mailing Mdress e('AWG’(‘JO(
(Signaturs]; T Glve Bﬂzwc[f] rhs. 376SY

Telaphone Number: (llbz )V W{ ‘-'/ (/gf

Beneficiary Name (print):

Social Security

Date of Birrth:
Malling Address:

Beneficiary Name (print):

X Date:

{Signature};
Social Security Number: Telephona Number: { )
Beneficiary Name {print): : Date of Birth:

Malling Address:

X Date: ‘

(Signatura).

L]

. Social Security Number: ~ Telephone Number: ( )

LtCr3ri0CT R Ed 02-2006



